Discussing sexual health and behaviors should be part of everyday clinical practice [1] . Comprehensive care includes taking a sexual history as part of patient assessment and further exploring such problems as sexual dysfunction, acquisition or transmission of sexually transmitted infections, and sexual abuse victimization or perpetration [2] .
However, talking about sex and sexuality as a health and mental health issue has always been fraught. Studies and review papers about sex-talk with patients have reported the low frequency of such practice and the difficulty associated with training students in health and behavioral health settings [3] . Both faculty and trainees experience discomfort and low selfefficacy. Yet, such training is considered essential to overcome these potential barriers [1, 4] .
This paper is a call to action, a form of social advocacy at a time of increased public discourse and dramatic changes in attitudes towards sexuality and sexual power and its misuse. We are now practicing in the age of #MeToo, a movement that has called for perpetrators and systems to be held accountable and for creating pathways to healing [5] . #MeToo is a social movement with implications for medical education and supervision. Institutions are under scrutiny to avoid looking the other way about sexual abuse and sexual harassment [6, 7] . Academic institutions are required by law to offer mandatory anti-harassment, discrimination Title IX [8] trainings for all faculty and students, specifying appropriate conduct and reporting procedures for protecting those being harassed or abused [7] .
However, we have made little progress in increasing the comfort or skills of physicians and nurses [9] to inquire about sexual issues in the context of providing good health care in general, and good psychiatric care in particular. Since Masters and Johnson pulled back the curtain on hidden dimensions of sexuality in the USA in the early 1960s [10] , recommendations from numerous investigators and guidance from multiple expert panels have urged an in-depth consideration of sexual life in medical training curricula [11] [12] [13] . As Bayer [11] writes: "It is hoped that these competencies will guide the development of sexual health curricula and assessment tools that can be shared across medical schools…" Without action at the medical school accreditation level, systemic change is unlikely. A potential secondary benefit of this particular call for action is that if medical education defines core competencies for sexuality in a curriculum, its essential features might form a template for other mental health professionals, who are arguably the largest group in the USA delivering mental health services.
Turning next to postgraduate training, learning to talk about uncomfortable topics is at the heart of becoming a psychiatrist. As psychiatrists, we pride ourselves on our ability to have difficult conversations that are uncomfortable for most other providers. Yet, to our knowledge, no recommendations have been published within psychiatry about how to handle talking about sex in the age of #MeToo and such guidance is clearly urgently needed. Furthermore, as most residency programs have limited the training dedicated to examining patients' relationships (e.g., familial, intimate) [14] , addressing sexuality becomes even more difficult. Ideally, a curriculum about sexuality would be taught as one component of a comprehensive approach to human relationships. #MeToo contextualizes the need for consensus action to create change. In this commentary, we describe some of the major issues, questions, problems, gaps, and goals in talking about sexuality as a health issue and suggest some steps for moving forward. Paradoxically, reactions to this movement have the potential to limit or even prevent the breadth and depth of appropriate discussions of sexuality between psychiatrists and their patients, but #MeToo could also be the impetus for explicitly spelling out what sexual health competency consists of and what guidelines can be put in place to make discussions of sexuality safer.
Approaches to teaching sexual health competency within psychiatry and medicine include the following: (1) moving beyond anatomy, physiology, and sexual dysfunction [15, 16] to viewing sexuality as part of relationships, sexual identity struggles, intimacy concerns, the ability to love and be loved, and general well-being [16] ; (2) exploring how trainees' and patients' beliefs and attitudes about sexuality are shaped by gender, family traditions, cultural background, social development, and personal experiences [17] , and how those attitudes predict whether or not they address sexual health with patients [18] ; (3) adhering to standards for sexual health education that has been established by professional associations (such as the Association for Reproductive Health Professionals [ARHP] and the Gay and Lesbian Medical Association [GLMA]); (4) examining how the "hidden-curriculum," the system of informal faculty-trainee interactions [19] , can promote teaching about sexuality as a health issue while guarding against inappropriate conduct; (5) teaching trainees to be aware of and manage "the personal and educational factors that likely inform their practice and educational experiences and, as a result, impact their attitudes, knowledge, comfort, and skill in the area of sexual health" so that they can "better understand their reactions, judgments, biases, and emotions in response to various aspects of sexuality" [17] ; (6) detailing safeguards for being alone with and divulging personal vulnerabilities to a supervisor; and (7) helping trainees develop the ability to serve as consultants to other medical specialists in the emotionally challenging area of human sexuality [20, 21] . These approaches, however, have not been unified into a sexual health competency curriculum for health care providers who are in training.
Over the past 30 years, the authors have been teaching health care providers to talk about sex with their patients in the context of research and clinical training about HIV infection and mental illness [22] . The HIV epidemic has required capacity-building at the provider and institutional levels to increase comfort discussing this critical aspect of health to improve HIV prevention and treatment. We have learned firsthand that health care providers, including psychiatrists, are usually more uncomfortable asking patients explicit questions about their sexual behaviors than patients are in answering them. This discomfort inhibits not only comprehensive patient care but the ability to train new generations of students.
Problems can also occur in residency training when we rely on avoidance rather than directly approach discomfort with talking about sexuality. To cite an example of the problem, residency training programs encourage residents to report under-involved, impaired, or incompetent supervisors without fear of reprisal [19] . Many psychiatric residency training programs have expanded their procedures to allow a trainee to stop supervision with a faculty member, no questions asked, if a resident feels uncomfortable for any reason, sexual or otherwise. The premise is that if questions are asked, the trainee may not come forward. Administrators may take additional disciplinary steps against faculty members as the situation warrants.
But avoiding conversation has its drawbacks. In the case of a resident reporting discomfort with a supervisor, the "no questions asked" approach makes it difficult to differentiate between (1) a supervisor engaging in inappropriate behavior;
(2) a supervisor who is well-intentioned but not skilled at addressing sensitive topics with residents; or (3) a resident who is receiving competent and appropriate supervision but feels uncomfortable addressing sexuality due to his or her own biases, traumatic life experiences, or feelings generated within the supervisor-trainee relationship. Each of these circumstances should result in a different process. Exploration of a resident's uncomfortable feelings during supervision provides the clearest view of what the resident has experienced and whether a supervisor should be disciplined. Moreover, it does so without shaming faculty members who make a good faith effort to approach this uncomfortable topic.
In psychiatry, we teach our trainees to move beyond the norms of ordinary social discourse to talk to their patients about multiple sensitive topics, including patients' intimate relationships, painful traumas, rageful feelings, sexuality, and ways of coping with such stresses as racism, sexism, and homophobia. Understanding transference and counter-transference responses arising within both the trainee-patient dyad and the supervisortrainee dyad are central to teaching residents the skills they will need to competently manage uncomfortable feelings and situations, including erotic feelings and eroticism in power differentials. Teaching these skills is a traditional component of psychiatric residency training [17, 20] and serves to help prevent sexual boundary violations [23] .
In psychiatric residency training programs, where one-toone teaching and supervision follow predominantly classroom lectures or group discussions in medical school, several important questions arise: how do we create a safe environment for supervisors to meet alone with their residents to discuss such potentially uncomfortable topics as sexual history taking, the sexual feelings that a patient may express towards the resident during psychotherapy sessions, and even the sexual feelings the resident may have towards the patient? How can we optimize comfort between the resident and supervisor when discussing these topics? How do residency training programs assess professionalism and adherence to ethical principles to ensure the ethical behavior of psychiatric residents, practicing psychiatrists and faculty, towards their patients, their trainees, and colleagues? [10] Unless these questions are asked, answered clearly and translated into learning opportunities, protocols, and policies, fear of being perceived as behaving inappropriately could solidify supervisors' avoidance of sexuality as an important teaching topic.
We believe that the #MeToo movement can serve as a call to action to create a unified curriculum addressing how psychiatric residents and psychiatrists can safely and competently address sexuality with their patients. Just as the World Psychiatric Association (WPA) has developed a competency-based curriculum for mental health care providers on intimate partner violence and sexual violence against women [24] , it is time for psychiatry as a field to take a leadership role in developing a set of curriculum goals for different levels of expertise in sexual health competency (medical students, residents, practicing psychiatrists) focusing on knowledge, skills, attitudes, and competency assessment. Obvious leaders, stakeholders, and constituents with the expertise to develop, peer-review, and disseminate a sexual health competency curriculum include the WPA, the American Psychiatric Association, the American Medical Association, the American Sexual Health Association, the American Association of Directors of Psychiatric Residency Training, and the Accreditation Council for Graduate Medical Education (ACGME), which is charged with accrediting residency and fellowship programs, conferring recognition on additional program formats or components, and dedicating resources to initiatives addressing areas of import in graduate medical education.
Goals, approaches, specific knowledge, and core competencies could be defined via a consensus-development process and a curriculum developed that focuses on gaining skills, confidence, and knowledge using different teaching methodologies. Medical education is moving from a time-based didactic format to a competency-based one in which core competency levels must be achieved before trainees move on to the next level. The curriculum we are suggesting could (1) spell out the objectives we are seeking to achieve when training residents about sexuality as an important health and mental health issue and include the boundaries that need to be set for doing this in constructive ways; (2) define the core competencies that residents should acquire during their training to achieve these objectives; (3) define the core competencies that faculty members/supervisors need to have to teach sexuality as a health issue to their residents; and (4) examine the optimal methods for teaching these competencies [2] . Each of these areas is outlined below for further elaboration through a consensus development process:
Goals:
a. Three levels of expertise: medical students (not covered in this paper), residents, faculty/supervisors b. Competency-based format c. Focus on knowledge, skills, attitudes, competency assessment
2. Define what we seek to convey a. The role of sexuality in intimate, familial and other relationships, ideally in the context of a broader residency training approach to teaching about human relationships b. The importance of, and the techniques for, taking a sexual history across gender, race, ethnicity, sexual orientation, and culture as part of a addressing a patient's health and mental health c. The sexual (e.g., impotence, anorgasmia) and endocrine (e.g., amenorrhea, gynecomastia) side effects of psychotropic medications and techniques for managing them and addressing their impact on the patient's overall well-being, sexual functioning, and adherence to treatment d. The increased risk psychiatric patients face in becoming victims of sexual violence and acquiring sexually transmitted infections, and an understanding of the resources available to help patients address such risks, including preexposure prophylaxis to prevent HIV infection and the use of social and legal services to protect those at risk of harm e. The nature of, and the strategies for, addressing the transference and countertransference issues that arise in relationship to sexuality, especially during psychotherapy and supervision 3. Core competencies for residents a. Comfort taking an explicit sexual history with diverse populations, including those with vulnerabilities or difficulties in discussing sexual topics due to their cultural backgrounds or their personal sexual histories b. Knowledge of, and ability to address, the sexual and endocrine side effects of psychotropic medications c. Comfort in enquiring about sexual violence, whether the patient has been a victim or a perpetrator and comfort in providing support to victims d. Awareness of resources available to patients at risk of harm to self or others due to sexual violence e. Awareness by the resident of his or her own personal vulnerabilities in discussing sexuality and sexual violence, including but not limited to his or her gender, sociocultural background, personal sexual history, and knowledge of resources for obtaining additional help f. Awareness of ethical guidelines that allow for effective and safe practice 4. Core competencies for faculty/supervisors a. Modeling comfort with patient sexuality, including addressing the sexual/endocrine side effects of psychotropic medications as health issues, and the importance of setting boundaries and following ethical guidelines to promote safely discussing these topics b. Modeling approaches to managing danger to self or others in the context of sexual violence c. Awareness that a resident's own past sexual experiences and traumas, as well as personal vulnerabilities, can cause discomfort when discussing sexuality and sexual violence with patients and/or supervisors d. An understanding of the options available to residents for managing their own discomforts and traumas 5. Teaching techniques a. Begin desensitization in the classroom setting through lectures, video-assisted standardized interview training sessions, and role plays using vignettes with sexually charged language and content that target each important area in the curriculum b. Schedule case presentations on a regular basis that includes the treating resident, his or her supervisor, an expert discussant, and, if appropriate, the patient c. Define strategies to maximize comfort and safety during dyadic resident-patient and resident-supervisor interactions d. Demonstrate culturally appropriate approaches to establishing rapport with vulnerable and diverse populations e. Organize grand rounds on sexual topics with an expert presenter or panel f. Implement assessment methods to evaluate knowledge, competency, self-efficacy, and comfort addressing these topics This curriculum would go beyond introductory courses focused on gaining knowledge at the beginning of residency training to regularly scheduling skills building activities for both residents and supervisors. Patients will vary in terms of the specific issues for which they are seeking psychiatric help; these can include sexual dysfunction, sexual abuse, intimate partner violence/gender-based violence, and the desire to achieve healthy development regarding their intimate relationships, sexuality, including sexual orientation and/or identity formation. However, even when the chief complaint is not specific to sexuality, individuals with psychiatric disorders are more vulnerable to abuse, including by their providers, and engage in sexual risk behaviors that require the active therapeutic engagement by psychiatric providers. Moreover, the sexual and endocrine side effects of psychotropic medications are important detractors to patient well-being and medication non-adherence.
The role of residency training is to guarantee that both residents and their supervisors are equipped to provide the best possible care, and this requires that the institutional culture promotes a safe environment to pursue these goals and that all parties are trained to do so, including ensuring that supervisors have the skills to provide supervision about sensitive topics without jeopardizing their roles. Supervision should be a safe place to discuss patients' feelings towards the residents and vice versa, so residents can master their own areas of sensitivity and comfortably respond to them. Supervisors often have learned how to carry out this role from exposure to their own supervisors, selecting methods that suit them, but which are not necessarily the most effective and appropriate approaches. Because most supervisors likely have gone through residency without a sexuality curriculum, at the outset standardized training of supervisors also is recommended.
Sexuality is and will continue to be a highly sensitive topic, but we need to teach trainees to be as calm about sexual topics as they are about other topics. Useful educational forums for skills-based adult learning include interactive workshops, role-plays, case presentations, interprofessional team-based learning, and in-class discussions that actively engage trainees in personal self-reflection about sexual topics that cause them the most discomfort [17, 25, 26] . Specific efforts should be adopted to facilitate safe, open conversations in the training environment, to design curricula tailored to the trainees following standard methods (e.g., obtaining verbal consent to discuss sensitive topics with optouts and procedures for infractions, needs assessments, developing goals, and objectives), and to evaluate the content and processes of implementation. This curriculum should be implemented throughout residency training to progressively improve residents' comfort and skills while ensuring that ethical standards are maintained.
Learning, role-playing, and practicing newly acquired skills in group settings can illustrate the ground rules that will need to be translated into more intimate dyadic settings. We need to prepare trainees and supervisors to differentiate between normal and expected discomfort when discussing sexuality as a health issue from inappropriate sex-talk. By taking such steps, we can build on #MeToo to develop a cadre of psychiatrists who have a clear understanding of appropriate boundaries coupled with the ability to address their own anxieties, attitudes, phobias, prejudices, and stigmas. #MeToo poses a helpful reminder that our field allows and requires us to develop comfort in discussing the most intimate details of other people's lives because we have learned equally well how to maintain the boundaries that will keep both us and our patients safe.
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